1. It was not a stratified, clustered, random sampling method. There is no stratified sampling because all the participants were from urban area; it was also not a random sampling, because the participants is volunteer, thus the present sample is not representative of China, even Tianjin. What is more, I am wondering why the author only select two schools? What type of those two schools? 2. Why the author exclude amblyopia, heterotropia, or any eye or systemic pathologies? specifically, exclude amblyopia? 3. How to calculate the response rate? It is better to state it clear how many participants were selected and how many and why excluded. 4 . Who conduct the data collection? Is the measurement process standardized? I do not see any references listed in 'Ocular examinations', as well as in 'Anthropometric measurements'. 5. Statistical: Why the author use data of right eye for analysis? any reference support that? 6. What does 'Patient and public involvement' mean? 7. What the prevalence of myopia come from? Questionnaire or Ocular examination? if it from Ocular examination, I do not find the diagnosis criteria. 8. Table 1 , how many girls in the participants and how many girls had myopia? What the difference between model 2 and 3 in table 4 . 9. Does the author consider the collinearity of the independent variables? It seems there is collinearity relationship between those independent variables. 10. A minor question, why the author compare the differences between myopia and non-myopia? It is seems table 1 have nothing with the study aim.
• This part of the study title should be modified in either of two ways: o Anthropometric indicators, refraction and ocular biometrics, o Anthropometric indicators and both refraction and ocular biometrics.
• Page 5, line 90: This paragraph should be moved to the discussion section.
• Page 6, line 115: Explain your purpose of asking about the family income.
• Page 8, line 148: Declare why you asked the parents of excluded participants to fill the questionnaire.
• Page 8, line 150: This paragraph is too noisy and better to be replaced by adding the questionnaire form itself and just refer to it in text.
• Page 10, line 195: Correct the grammatical mistake: "to spend" and not "to spent".
• Page 10, line 197: To avoid noisy paragraphs, it's enough to refer to results of low strength in tables only.
• Page 12, line 234: Please add "both" before refraction and biometry to be more accurate in its phrasing.
• Page 14, line 276: Stress here at the end of this paragraph on this major limitation of not measuring sex hormones, giving a reasonable explanation for that.
• Page 15, line 296: Please cite two or three studies that were subjective as you mention.
VERSION 1 -AUTHOR RESPONSE
Reviewer: 1 Point 1: Lines 2829: It might be better to change "with no recorded history of eye or systemic pathologies" into "with no recorded history of ocular or systemic pathologies".
Response to point 1: Thank you for your suggestions. In the revised manuscript, we have changed the sentence "with no recorded history of eye or systemic pathologies" into "with no recorded history of ocular or systemic pathologies". Point 2: It would be better if the definition of myopia and the analysis method for exploring the association of anthropometric indicators with refraction and ocular biometrics were given in the method.
Response to point 2: Thank you for your helpful comments. Accordingly, we have supplemented the definition of myopia and related statistical methods in the methodology section of the abstract.
The revised methodology section is as follows:
Methodology Height and weight were measured using standardized protocols. Ocular biometrics, such as axial length (AL), vitreous chamber depth (VCD), and corneal curvature (CC), were measured by a lowcoherence optical reflectometry device. The AL/CC ratio was calculated. Cycloplegic refraction was measured using autorefraction, and spherical equivalent refraction (SER) was calculated. Myopia was defined as SER ≤ −0.50 diopters (D). Multiple linear regression analysis was performed to explore the associations between anthropometric indicators and both refraction and ocular biometrics. Point 3: Lines 3640: "Taller persons tended to have eyes with longer ALs (+0.14 mm for each 10 cm difference in height, P<0.05), deeper VCDs (+0.13 mm, P<0.05), higher AL/CC ratios (+0.02, P<0.05), and more negative refractions (0.21 D, P<0.05)……". These expressions are inappropriate because that the causality is still unclear. It might be more reasonable to just give correlation coefficients between anthropometric indicators and refraction or between anthropometric indicators and ocular biometrics in the results.
Response to point 3: Thank you for your suggestions. We acknowledge that our statements regarding the associations between height and both refraction and ocular biometrics were inappropriate because our study had a crosssectional design rather than a longitudinal design. To avoid confusion, we have rephrased this sentence in the revised manuscript.
Point 4: Lines 4042: A previous longitudinal study (Wang D, et al., 2011) found that height and AL both developed more in younger ages, and the rate of development slowed after the age of 12 years, which did not support the assumption that sex hormone might be the underlying reason for the association between height and refraction. If the authors of this study still think sex hormone is a possible reason, the agespecified associations of anthropometric indicators with refraction and ocular biometrics should be given in the results. The discussion should be modified accordingly.
Response to point 4: Thank you for your suggestions. In this study, 482 students aged 615 years old were included. Because the age range of participants was large, calculating agespecific results was necessary to explore the role of sex hormones. We accepted your advice, and all participants were divided into the following age groups: 6 to 8 years old, 9 to 11 years old, and 12 to 15 years old. The results of the agespecific associations of anthropometric indicators with both refraction and ocular biometrics are as follows (Table 1 ).
Before grouping participants by age, higher heights in individuals were associated with longer ALs (regression coefficient b=+0.14 for each 10 cm difference in height, P<0.05), deeper VCDs (b=+0.13, P<0.05), higher AL/CC ratios (b=+0.02, P<0.05), and more negative refractions (b=0.21, P<0.05) in their eyes. However, students with different body weights or BMIs showed similar refraction.
Furthermore, agespecific results demonstrated that in the age range from 6 to 8 and 9 to 11 years old only, both height and weight remained independently associated with refraction. Particularly from 911 years old, higher heights and heavier weights in individuals were independently associated with longer ALs, deeper VCDs, higher AL/CC ratios, and more negative refractions in their eyes. However, among 12 to 15yearold schoolchildren, no association was detected between body stature and refraction.
In our crosssectional study, the true role of sex hormones in the relationship between height and refraction was not determined. The hypothesis that sex hormones may be a significant mediator of the association between height and refraction was proposed on the basis of relevant literature. 14 However, the agespecific results presented here means that this assumption may not be appropriate now. Thus, we have modified our results and discussion section in the revised manuscript accordingly. In the future research, we will further explore whether these systemic hormones is a mediator of the association between height and refraction. Thank you for your advice and it's useful for our current and future research. Point 5: Line 67: "excessive near work activities" refer primarily to excessive time spent on near work activities in the cited references. Why in the study, only reading and writing distance was included in the questionnaire?
Response to point 5: Thank you for your helpful comments. Considerable epidemiologic evidence has suggested that near work activities are associated with the development of myopia. Near work is often defined as activities performed at short working distances, such as reading and writing. 1 2 In the published literature, two common indicators reflect the extent of near work activities. One indicator is the distance between the eye and the book, and the other is the total time spent on near work activities.
In our original manuscript, when we wrote the phrase "excessive near work activities", we quoted two references. 2 3 One reference was a prospective study conducted in Beijing, China, which aimed to evaluate risk factors associated with myopic shift among primary school children. 3 Information about the total time for near work per day and the distance from near work was also collected. After controlling for confounders, a greater shift toward myopia was independently associated with distance from near work (OR=1.48, 95% CI: 1.26, 1.74, P<0.001) but not with total time for near work (OR=0.99, 95% CI: 0.97, 1.02, P=0.993). Another reference was a systematic review of the association between near work and myopia. 2 A pooled odds ratio of 1.14 (95% CI: 1.08, 1.20) suggested that more time spent on near work is associated with myopia. Therefore, these two articles indicated the effect of near work on myopia from two different aspects.
However, in contrast to the consensus regarding the significant associations between distance from near work and myopia, 35 the relationship between time for near work and myopia has not been consistently observed. In 514 children aged 8-9 years old from the Orinda Longitudinal Study of Myopia (OLSM), Jones et al. 6 recorded the refractive status for 5 years and inquired about the time spent on various activities in the past. The authors found that children in the myopic shift group did not spend more time (39.49 ± 20.79 diopterhrs/week) on near work activity than did those in the nonmyopic group (39.22 ± 19.67 diopterhrs/week) (P=0.90). In 835 children aged 6 14 years old from the CLEERE study, JonesJordan et al. 7 found that the number of hours spent on each near work activity, such as reading for pleasure, studying, computer or TV, per week was not significantly associated with annual myopia progression at an a priori level of P≤0.01. Scheiman et al. 8 also reported on 469 children aged 6 11 years from the Correction of Myopia Evaluation Trial (COMET) and demonstrated that for each additional hour spent on near work activities per week at baseline, the odds of having stable myopia by age 15 decreased by 2% (P=0.07). Additionally, in our study, we also found no statistical difference between participants with and without myopia in total time of nearwork per day (5.86 ± 3.32 hrs vs 5.57 ± 3.16 hrs, P>0.05).
Thus, given the conflicting results of the association between time for near work and myopia, we ultimately decided to use only "the reading and writing distance" to reflect near work conditions in our study. We sincerely hope that our explanation will satisfy you. Point 6: Line 110: It might be better to change "eye" into "ocular".
Response to point 6: Thank you for your suggestion. In the revised manuscript, we have changed the word "eye" to "ocular".
Point 7: Lines 131132: For participants failing to be full cycloplegia at 25 minutes after the second instillation, what was done next? Or were all participants full cycloplegia? It should be clarified.
Response to point 7: Thank you for your comments. In the revised manuscript, we have provided more details regarding the cycloplegia procedure.
The detailed cycloplegia process is as follows:
Then, cycloplegia was induced by administering one drop containing 0.5% tropicamide and 0.5% phenylephrine in a mixed eye agent to each eye at 0 and 5 minutes. Twentyfive minutes after the second instillation, pupillary dilation and the pupillary light reflex were evaluated. Full cycloplegia was considered when the pupil diameter reached 6 mm or more and the light reflex disappeared. A third drop was administered if full cycloplegia was not achieved. Then, participants with full cycloplegia underwent autorefraction using an autokeratorefractor (Canon Autorefractor RKF1, Tokyo, Japan), and 3 consecutive measurements were taken in both eyes.
Point 8: Lines 174175: Were multiple linear regression models fitted after adjusting, in turn, for age, gender, parental myopia, family income, reading and writing distance, and time spent outdoors? Or were they fitted in turn, for age and gender or for age, gender, parental myopia, family income, reading and writing distance and time spent outdoors?
Response to point 8: Thank you for your helpful suggestions. To avoid confusion, in the revised manuscript, we have rephrased the sentence "Multiple linear regression models were then fitted after adjusting, in turn, for age, gender, parental myopia, family income, reading and writing distance, and time spent outdoors." to "Multiple linear regression models were then fitted after adjusting, in turn, for age and gender or for age, gender, parental myopia, family income, reading and writing distance, and time spent outdoors.". In fact, models 2 and 3 in Table 4 correspond to these two different methods for controlling for covariates.
Reviewer: 2 Point 1: It was not a stratified, clustered, random sampling method. There is no stratified sampling because all the participants were from urban area; It was also not a random sampling, because the participants is volunteer, thus the present sample is not representative of China, even Tianjin. What is more, I am wondering why the author only select two schools. What type of those two schools?
Response to point 1: Thank you for your helpful comments. We have amended the sampling methods in the revised manuscript. First, we apologize for misinterpreting the sampling method in the original manuscript as a stratified cluster random sampling method. This issue may affect the representativeness of the participants to some extent in this study because the participants were volunteers. However, when we compared the differences in basic characteristics between participants and those excluded, there were no significant differences in gender, parental myopia, monthly family income, reading and writing distance, and time spent outdoors. Thus, the representativeness of our sample may not be poor. However, individuals who were included in the study were older (9.42 ± 2.09 years old) than those who were excluded (7.60 ± 2.38 years old, P<0.01), which may have resulted in overestimation of the prevalence of myopia in our study. Despite these limitations, we believe that our study provides a valuable reference regarding the associations between anthropometric indicators and both refraction and ocular biometrics in Chinese schoolchildren aged 615 years.
Second, given the limited number of investigators and the distance from the participants' home to the location of the ophthalmic examination, we originally planned to select only a primary school and a junior high school in the six main urban areas of Tianjin. Notably, the distribution of schools in Tianjin is based on residential areas, and there is no differentiation between key schools and nonkey schools. Thus, we randomly selected 2 districts from the six main urban areas. One primary school and one junior high school were then chosen from each selected district. We sincerely hope that our explanation will satisfy you.
Point 2: Why the author exclude amblyopia, heterotropia, or any eye or systemic pathologies? Specifically, exclude amblyopia?
Response to point 2: Thank you for your helpful comments. In addition to parental consent, the excluded criteria in our study applied to individuals with amblyopia, heterotropia, or any eye or systemic pathologies. The reasons for this exclusion are as follows:
First, in the current study, we aimed to explore the associations between body stature and both refraction and ocular biometrics among healthy school children. Since the participants of this study were healthy children and these ocular or systemic diseases could lead to pathological changes in refraction, we must ensure that the included children did not have any ocular or systemic diseases. Otherwise, selection bias and confounding bias would be introduced.
Second, amblyopia is a neurological disorder of vision that is believed to follow abnormal binocular interaction or visual deprivation during early life. 1 The primary causes of amblyopia include heterotropia, anisometropia (significant difference in refractive error between the right and left eyes) or bilateral high refractive errors, and stimulus deprivation. 2 In China, children with amblyopia commonly access treatment including glasses, occlusion or pharmacological blurring of the betterseeing eye (atropine paralysis of the ciliary muscle/accommodation, with dilation of the pupil as associated effect) in daily life. 3 Therefore, to avoid affecting the visual treatment of amblyopia, we excluded participants with amblyopia from our study because cycloplegic refraction is inappropriate in these individuals.
Third, many epidemiological studies on refractive error also excluded participants with amblyopia, heterotropia, and other ocular or systemic pathologies. 46 Point 3: How to calculate the response rate? It is better to state it clear how many participants were selected and how many and why excluded.
Response to point 3: Thank you for your suggestions. We have provided more details regarding the response rate in the revised manuscript. Among the 560 students who were initially invited, 482 students were ultimately included in our study. Thus, the response rate in our study was 86.07% (482/560). Among the 78 students who were excluded, parents of 70 students refused to allow their children to undergo cycloplegic refraction, which was the reason for the majority of children who did not undergo the examination. Additionally, 5 students had heterotropia and 3 students had amblyopia. Response to point 4: Thank you for your helpful comments. We have provided more details regarding the data collection and standardized measurement in the revised manuscript according to your suggestions. First, all ocular examinations were performed by boardcertified ophthalmologists and certified optometrists in Tianjin Eye Hospital. The relevant data were also collected by these ophthalmologists and optometrists. Height and weight measurements were performed by community doctors on the students' campus.
Second, the ocular examinations in our study were performed in accordance with the professional procedures established by Tianjin Eye Hospital, which are similar to those described in various studies. 1 3 Due to the use of different mydriatic eye drops, there may be a small difference in the process of dilation. In addition, height and weight were measured following the standardized protocols depicted in the instruction manual of the national survey in physique and health of Chinese schoolchildren (2014). 4 [1] Xiang F, He M, Morgan I G. Annual Changes in Refractive Errors and Ocular Components before and after the Onset of Myopia in Chinese Children. Ophthalmology. 2012, 119(7): 14781484. Response to point 5: Thank you for your suggestions. The majority of human ametropes can be characterized as isoametropic, because the refractive status of their two eyes is very similar. For example, in the largescale study by Qin and colleagues, 1 at least 85% of those aged up to 70 years had left and right eye ocular refractions that were matched to within 1 diopter. Thus, numerous articles conventionally use data obtained from the right eye for statistical analysis. 24 For example, He et al. 3 wrote the following in their article: "Data for the right eyes were primarily used for analysis because refraction and biometry in the right and left eyes were highly correlated.".
In our study, analyses were conducted on the right eye only because both refraction and ocular biometrics were highly correlated between eyes in our samples (Table 1) . Response to point 6: Thank you for your helpful comments. When we first submitted the manuscript to BMJ Open, the editors required us to make some changes to the manuscript before submitting it for consideration because of the lack of the "Patient and Public Involvement statement". BMJ encourages active patient and public involvement as part of its patient and public partnership strategy and to support coproduction of research, they request that authors provide a Patient and Public Involvement statement in the methods section of papers. 1 Even if patients and the public are not involved, the statement is still needed. In the current study, patients and the public were not involved in developing the research questionnaire, outcome measures or overall design of this study protocol. Response to point 7: Thank you for your helpful comments. We are very sorry that the diagnosis criteria of myopia were not included in the appropriate section, making them difficult to locate. Relevant amendments have been made in the revised manuscript. In this study, myopia was diagnosed based on the results of the ocular examination. First, the spherical equivalent refraction (SER) of the right eye was calculated as the spherical refraction + 1/2 of the cylindrical refraction using data obtained with an autorefractor. Myopia was then defined as an SER of ≤ 0.5 D.
Point 8: Table 1 , how many girls in the participants and how many girls had myopia? What the difference between model 2 and 3 in table 4.
Response to point 8: Thank you for your helpful comments. In this study, there were 264 (54.77%) boys and 218 (45.23%) girls. The prevalence of myopia in girls was 71.56% (156/218). We have added related information on girls in Table 1 according to your suggestions.
During statistical analysis, we constructed two different types of models, models 2 and 3 in Table 4 , based on the different controlled covariates. From an epidemiological point of view, age and gender are the most common confounding factors. Thus, model 2 in Table 4 was constructed after controlling for age and gender. Furthermore, to avoid information on socialdemographic characteristics and potential risk factors for school myopia that could confound the association between anthropometric indicators and both refraction and ocular biometrics, we continued to adjust for several typical confounding factors (age, gender, parental myopia, family income, reading and writing distance, and time spent outdoors) to construct model 3. Overall, the difference between models 2 and 3 in Table 4 was the different controlled confounders.
Point 9: Does the author consider the collinearity of the independent variables? It seems there is collinearity relationship between those independent variables.
Response to point 9: Thank you for your suggestions. The variables have been tested for multicollinearity in these models by variance inflation factor (VIF) analysis. Generally, when the VIF is equal to or less than 10, the equation is considered to have no multicollinearity. Our results showed no multicollinearity in each model. Table 24 are examples of these results. Point 10: A minor question, why the author compare the differences between myopia and nonmyopia? It is seems table 1 have nothing with the study aim.
Response to point 10: Thank you for your helpful comments. First, because one of the objectives of this study was to identify associations between anthropometric indicators and refraction, we wanted to observe whether the difference in anthropometric indicators between myopic and nonmyopic status was significant at the beginning of statistical analysis. In Table 1 , we found that participants with myopia were taller (P<0.01) and heavier (P<0.01), but those with myopia and nonmyopia had similar BMI (P=0.52). In multiple linear regression models, higher height remained independently associated with more negative refraction (P<0.05). Second, several typical socialdemographic characteristics and potential risk factors for myopia (age, gender, parental myopia, family income, reading and writing distance, and time spent outdoors) were collected in our study. We also wanted to demonstrate the frequency distribution of these covariates between individuals with myopia and nonmyopia. Almost all factors exhibited significant differences between the two groups; thus, we controlled for the effects of these confounding factors in subsequent multivariate analysis. Response to point 1: Thank you for your suggestions. To more accurately express the meaning of the manuscript title, we adopted the second modification method you proposed. We have rephrased the title in the revised manuscript as follows: Associations between anthropometric indicators and both refraction and ocular biometrics in a crosssectional study of Chinese schoolchildren. Response to point 2: Thank you for your suggestions. We accepted your suggestions and moved these contents to the first paragraph of the discussion section in the revised manuscript. In addition, for the sake of the completeness of the introduction, we have retained some content to explain why we conducted this research.
Point 3: Explain your purpose of asking about the family income.
Response to point 3: Thank you for your helpful comments. First, family income is often considered a typical indicator of socioeconomic status and has been collected in previous studies. 13 Second, socioeconomic status is usually regarded as the risk factor for myopia. For example, the results from the Generation R Study, 3 a populationbased prospective cohort study of pregnant women and their children in Rotterdam, found that children with low family income (OR=2.62; 95% CI: 1.8, 3.74) were more often myopic. Additionally, a commonly proposed explanation for a potential association between higher height and myopia is that both characteristics are independent consequences of better socioeconomic status. 4 5 Thus, socioeconomic status may be a confounding factor in the association between height and myopia. Consequently, we chose family income to reflect the socioeconomic status of participants, and adjusted this confounder along with other myopiarelated risk factors to determine whether this potential association remained after controlling for these covariates. Response to point 4: Thank you for your helpful comments. The main purpose was to determine whether differences in basic characteristics between included and excluded participants were significant. In other words, we wanted to observe how representative the sample of this study was.
Consequently, we found no significant differences in gender, parental myopia, monthly family income, reading and writing distance, and time spent outdoors between the participants and those excluded. Thus, the representativeness of our sample may not be poor. Nonetheless, individuals who were included in the study were older (9.42 ± 2.09 years old) than those who were excluded (7.60 ± 2.38 years old, P<0.01), which may overestimate the prevalence of myopia. This bias was also mentioned in the limitations section of our manuscript.
Point 5: Page 8, line 150: This paragraph is too noisy and better to be replaced by adding the questionnaire form itself and just refer to it in text.
Response to point 5: Thank you for your helpful comments. We have accepted your suggestions and further rephrased this paragraph by adding the questionnaire form to the revised manuscript and referred to it in the text.
The questionnaire form is as follows: Supplement Response to point 6: Thank you for your suggestions. We apologize for this grammatical mistake and have corrected it in the revised manuscript. In addition, the English language usage in this manuscript has been improved by the English language editing services of American Journal Experts.
Point 7: Page 10, line 197: To avoid noisy paragraphs, it's enough to refer to results of low strength in tables only.
Response to point 7: Thank you for your helpful comments. We have amended this paragraph according to your suggestions as follows in the revised manuscript.
Bivariate correlations of body stature with both refraction and ocular biometrics are presented in Table  2 , which was of low to moderate strength. Point 8: Page 12, line 234: Please add "both" before refraction and biometry to be more accurate in its phrasing.
Response to point 8: Thank you for your suggestions. We have added "both" before refraction and ocular biometrics in the revised manuscript.
Point 9: Page 14, line 276: Stress here at the end of this paragraph on this major limitation of not measuring sex hormones, giving a reasonable explanation for that.
Response to point 9: Thank you for your helpful comments. The major limitation was that the true role of sex hormones in the relationship between height and refraction was not determined in our current research. First, because of the crosssectional design and the purpose of determining the associations between body stature and refraction, we did not collect biological specimens to measure sex hormone levels of participants, or measure relevant indicators that reflect sex hormone levels (such as the onset of pubic hair in boys and breast development in girls) during the development of study protocol. Second, the inference that sex hormones may be a significant mediator of the association between height and refraction is mainly based on the relevant literature. 14 However, we regret to inform you that we have to delete some contents on sex hormones. Because another reviewer suggested that the agespecific associations between anthropometric indicators and both refraction and ocular biometrics should be calculated if we still think sex hormone is a possible reason. Thus, all participants were divided into the following age groups: 6 to 8 years old, 9 to 11 years old, and 12 to 15 years old. In the age range from 6 to 8 and 9 to 11 years old only, both height and weight remained independently associated with refraction. Particularly from 911 years old, higher heights and heavier weights in individuals were independently associated with longer ALs, deeper Point 7: Line 307: I think that the small sample size in this study might be another limitation.
Response to point 7: Thank you for your helpful comments. We have made corresponding revisions in the 'Discussion' section of the manuscript. We acknowledged that the sample size in this study was relatively small. Thus, the significant correlation observed in our study needs to be interpreted carefully. Additionally, it is important to avoid making strong conclusions about these associations, regardless of whether the results were positive. A larger sample size study is needed in the future to validate our conclusions.
The representativeness of the participants in this study may be affected to some extent because of the small sample size. However, when we compared the differences in basic characteristics between the participants and those excluded, there were no significant differences in gender, parental myopia, monthly family income, reading and writing distance, and time spent outdoors. Thus, the representativeness of our sample may not be poor.
Despite these limitations, we believe that our study provides a valuable reference regarding the associations between anthropometric indicators and both refraction and ocular biometrics in Chinese schoolchildren aged 6 to 15 years old.
